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omeprazole has not been shown to cause any changes in endocrine
cell density,* but further studies are needed to elucidate the
possible consequences of prolonged acid inhibition in man.
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Upper gastrointestinal Kaposi’s sarcoma in patients positive for
HIV antibody without cutaneous disease

I G BARRISON, S FOSTER, J W HARRIS, A JPINCHING, ]G WALKER

Abstract

Six patients with antibodies to the human immunodeficiency
virus (HIV) and with persistent gastrointestinal symptoms of
HIV infection but without cutaneous lesions of Kaposi’s sarcoma
underwent endoscopy. Four also underwent barium meal
examination. In all six cases small lesions were seen in the
stomach at endoscopy, and histological examination of biopsy
specimens taken from the lesions confirmed the diagnosis of
Kaposi’s sarcoma. The barium meal examinations were reported
as normal in three patients and showed oesophageal candidiasis
in the fourth.

These findings suggest that Kaposi’s sarcoma of the upper
gastrointestinal tract is common in patients positive for HIV
antibody, even those without cutaneous lesions. Endoscopy,
with biopsy of suspicious lesions, is necessary to make the
diagnosis and is recommended in all HIV antibody positive
patients with persistent upper gastrointestinal symptoms.

Introduction

Infection with human immunodeficiency virus (HIV) results in a
wide range of opportunistic infections and tumours, the commonest
of which is Kaposi’s sarcoma. Two studies have suggested that
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gastrointestinal Kaposi’s sarcoma is more likely to be present in this
group of patients if there is extensive cutaneous disease.'? We
describe six patients positive for HIV antibody without cutaneous
disease in whom upper gastrointestinal Kaposi’s sarcoma was
diagnosed after endoscopy for the investigation of persistent
symptoms.

Case reports and methods

In all six patients, all of them men, the presence of HIV infection was
diagnosed by a positive competitive enzyme linked immunosorbent assay
(ELISA) for the detection of anti-HIV antibodies (Wellcome) and confirmed
by a competitive ELISA system (Abbott). Their associated conditions and
reasons for performing endoscopy are shown in the table. Endoscopies were
performed by IGB using an Olympus GIF, T, fully immersible endoscope.
Two to four biopsy specimens were obtained from each lesion using the
5 mm Olympus biopsy forceps. Cutaneous Kaposi’s sarcoma was excluded
by at least two clinical examinations by independent observers.

Findings on endoscopy and the results of a barium meal examination
(performed in four patients) are shown in the table, and typical endoscopic
appearances are shown in the figure. Histological confirmation of the
diagnosis of Kaposi’s sarcoma was obtained in all six cases. Five of the six
patients had oral candidiasis but only three had oesophageal candidiasis. The
barium meal examinations were reported as normal in three patients and
showed oesophageal candidiasis in the fourth.

Discussion

These six cases show that upper gastrointestinal Kaposi’s
sarcoma frequently occurs in HIV antibody positive patients with
persistent symptoms in the absence of cutaneous disease. At present
the prevalence of gastric Kaposi’s sarcoma among HIV antibody
positive patients without cutaneous lesions is unknown. We have
found lesions in six out of 25 symptomatic patients (26%) examined
to date and in seven out of 13 patients with cutaneous Kaposi’s
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Endoscopic appearances (marked by arrows) in three patients with gastrointestinal Kaposi’s sarcoma. Left (case 1): macular lesions in body of stomach; middle (case 4):
polypoidal lesion on greater curve of stomach; right (case 5): plaque-like lesion on lesser curve of stomach.

Clinical details of HIV antibody p patients with gastric Kaposi’s sarcoma
Case No Ageand sex Barium meal Other HIV associated disease Indications for endoscopy Findings on endoscopy
1 35M Chronic hepatitis B carrier, oral Postprandial epigastric pain Two small plaques (<5 mm) in body of stomach
candidiasis, perianal herpes simplex
2 I9M Normal Oral candidiasis, persistent Intractable dysphagia Oesophageal candidiasis, multiple small plaques
8 lised lymphadenopathy throughout stomach
3 29M Oesophageal candidiasis Oral candidiasi Intractable dysphagia Oesophageal candidiasis, several small (<5 mm) red
plaques in gastric antrum
4 3I7M Oral candidiasis, persistent Chronic nausea and anorexia Oesophageal candidiasis, polypoidal lesions
generalised lymphadenopathy throughout body and antrum of stomach
S ISM Normal Angiofollicular hyperplasia Weight loss, persistent vomiting Multiple small red plaques in stomach and duodenum
6 43M Normal Oral candidiasis, perianal herpes Postprandial epigastric discomfort Multiple small red plaques in oesophagus, stomach,
simplex and duodenum

sarcoma (54%). Friedman er al reported a prevalence of 40% in
50 patients with the acquired immune deficiency syndrome (AIDS)
and cutaneous Kaposi’s sarcoma? and Saltz et al a prevalence of 50%
in 19 similar patients.'

In two of our four patients the lesions were less than 5 mm in
diameter and could have been misinterpreted as patchy gastritis at
endoscopy. Biopsy of all suspicious lesions is necessary in this group
of patients. Barium examination of the stomach was reported as
normal in three patients with gastric Kaposi’s sarcoma, and,
although contrast studies are helpful when the classical submucosal
filling defects are present, the technique is not very sensitive in
detecting macular lesions such as those seen in five of our six
patients. There is still some concern about the safety of fibreoptic
endoscopy in patients with HIV antibodies—which is unjustified
—and some doubts about the diagnostic yield. One study in
patients with upper gastrointestinal symptoms and oropharyngeal
candidiasis suggested that endoscopy would merely confirm the
presence of oesophageal candidiasis.’ Five of our six patients had
oral candidiasis and the diagnosis of Kaposi’s sarcoma would not
have been made without endoscopy.

Newer, more efficacious treatments for HIV related diseases are
becoming available, and prompt diagnosis of gastrointestinal

Kaposi’s sarcoma is clearly desirable from a prognostic and
a therapeutic point of view. Symptoms may resolve after chemo-
therapy and the progression of the Kaposi sarcoma may be
delayed. Specific anti-HIV treatments are now available—for
instance, the reverse transcriptase inhibitor zidovudine (azido-
thymidine)—which may influence the clinical course of the disease
and therefore increase the importance of making an early and
accurate diagnosis. We therefore recommend endoscopy in
all patients with HIV antibodies who have persistent upper
gastrointestinal symptoms.
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